Comment.-This is a case of intra-epidermal carcinoma of the vulva and judged on the histological findings it is an example of extra-mammary Paget's disease.
Different histological forms of intra-epidermal carcinoma have been described in the vulva but Willis (1953) , amongst others, declares that they are not separate entities. On the other hand some writers (Plachta and Speer, 1954; Eisenberg and Theuerkauf, 1955) seek to demonstrate that the cells of Paget's disease are derived from neoplasms arising in the apocrine glands. Paget et al. (1954) described a case of Paget's disease of the left labium majus with an underlying adenocarcinoma and with Lennox and Pearse (1954) have attempted to reinforce their thesis by staining sections by periodic acid Schiff, the PAS method. A positive reaction, they state, indicates that the cells are not derived from the epidermis but by virtue of their positive staining reaction must belong to the epithelium of the glands. Some areas in the sections of the case now reported were PAS-positive but there is no evidence of a tumour of the skin glands.
Paget's disease of the vulva is rare and the problems of its precise aetiology and its relation to carcinoma of the vulva must await the results of further investigation of a greater number of cases. Her husband was on the point of leaving her, and at about the 20th week she took abortifacient tablets and douched herself with a blue liquid she had obtained. She fainted and commenced bleeding vaginally, losing half to one litre of blood.
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Shock was successfully treated by the flying squad and she was transferred to hospital, blood being administered at the time.
The uterus reached to the umbilicus. There was marked tenderness and rigidity in the hypogastrium. No contractions were observed. The vulva and vagina were very edematous. A cervical swab for aerobic and anaerobic culture was taken. Bleeding had ceased and the cervix was closed.
Fifteen hours after the administration of the douche, the patient again became shocked. Slight jaundice was noticeable, no urine had been passed. Serum taken was severely hiemolysed.
A Pitocin drip failed to induce contractions, her blood pressure fell to 80/50 and she developed severe air hunger, little relieved by oxygen. The diagnosis was made of shock, intravascular hemolysis and pelvic peritoneal irritation due to self-induced abortion with a presumably caustic agent, and with the possibility of Cl. welchii infection. The patient was anesthetized for abdominal evacuation of the uterus.
There was no incisional bleeding and the recti were an unhealthy purplish-brown colour. A swab was taken of a small amount of blood-stained intraperitoneal fluid. The uterus, ovaries, tubes, broad ligaments and bladder were dark brown in colour, and at hysterotomy it was obvious from the gangrenous state of the completely avascular myometrium that total hysterectomy was imperative. This was rapidly carried out and the appendages removed at the same time. The uterine and ovarian veins were seen to be thrombosed. Owing to the extent of gangrene, surgery had to be radical, the bladder being the only organ of suspect viability conserved.
Two hours after the operation, the patient's condition was much improved. She was warm, breathing easily, her blood pressure 130/90. After this her general condition remained satisfactory and she was comfortable and cheerful, but it was soon obvious that, as expected, anuria was going to be the ultimate problem.
No clostridia or other specific organisms were cultured from the swabs. Penicillin was, however, administered daily in dosage of one million units.
Bladder drainage was continued in view of the suspect viability of the bladder. The catheter was removed on the third day.
A further 550 ml. blood transfusion was given on the first post-operative day when her hiemoglobin was reported as 10 grams per 100 ml.
After this, the patient was on a strict peanut-oil/glucose regime (Bull et. al., 1949) . It was found, as in other cases supervised by Taylor (1955) of the Biochemistry Department at the Radcliffe Infirmary, that an intermittent drip (on for two hours, off for two hours) was better tolerated. It was also found that the optimum daily intake was 800-900 ml. The current view (Bull, 1955) is that 800 ml. or even slightly less, are sufficient. Bull has also reduced his carbohydrate to an optimum of between 300-400 grams per day according to what the patient can tolerate, and has progressively reduced the fat-content of the mixture and sometimes omitted it altogether, as it may cause diarrhoea. He is certain that a high carbohydrate diet is sufficient.
For ten days, +a to 1 oz. (15-30 ml.) of fluid per day was passed. It was not possible to decide whether this was urine or transudate.
On the eleventh day, 4 oz. (120 ml.), and on the twelfth day, 15 oz. (450 ml.), of urine were passed. After this, the amount increased day by day until within ten days more than 100 oz. (3 litres) were passed daily (Fig. 1) The output was carefully measured in these first days of diuresis and an equal amount added to the intake (i as water, i as normal saline). On the fourth day after resumption of excretion, when the output exceeded one litre, the peanut-oil/glucose mixture was replaced by a low protein diet (2,000 calories, 30 grams protein). This might have been too early, as the blood urea rose again, though it had been levelling out at 350 mg. per 100 ml. as diuresis commenced. The highest level reached was 414 mg. per 100 ml. on the seventeenth day.
When the serum potassium exceeded 29 mg. per 100 ml. on the tenth and eleventh days, and again, 31-4 mg. per 100 ml. on the sixteenth day, 12 units of soluble insulin were given eight hourly for twenty-four hours and on both occasions it dropped to below the danger level. Electrocardiographic tracings taken on the fourteenth day, showed markedly amplified T-waves consistent with hyperpotassemia.
Also illustrated is the well-marked fall in serum sodium and plasma chlorides in the diuretic phase, even though we thought we were giving enough salt by giving half the amount put out back as normal saline. The low values of 454 mg. per 100 ml. (plasma chloride) and 291 mg. per 100 ml. (serum sodium) were obtained on the nineteenth day, a week after excretion had recommenced. This was remedied by the administration of extra salt as shown, and again when a subsequent drop occurred a week later.
Penicillin was given on alternate days after the first ten days and discontinued a week later. Toxic agents such as Aureomycin and Terramycin would obviously do harm by cumulative effect in cases of anuria.
The abdominal and vaginal vault scars healed by first intention. The story has a happy ending. The patient's husband hardly left the hospital premises during these weeks of crisis and a very happy couple went home on her forty-third postoperative day. She has been followed up twice since, has only occasional hot flushes, her blood pressure was 120/80, blood urea 30 mg. per 100 ml., her urine contained no albumin and had a specific gravity of 1020.
Summary.-A case of self-induced abortion complicated by gangrene of the uterus and anuria is presented. Treatment was by hysterectomy and the regime advocated by Bull and his co-workers. The patient made a satisfactory recovery.
To summarize the practical lessons learnt, they are:
In cases of anuria an intermittent gastric drip of the peanut-oil/glucose mixture is better tolerated; ± 800 ml. per day is sufficient during the anuric phase. The mixture should not be discontinued too early, to be replaced by a diet containing protein, as the blood urea may continue to rise even after diuresis has commenced.
The importance of an adequate salt intake during the early diuretic phase is stressed. The danger of a high serum potassium in the anuric and again in the early diuretic phase is recognized and the use of insulin in controlling this has been demonstrated. The difficulty in differential diagnosis in cases of gangrene of the uterus following self-induced abortion rests mainly with the presence or not of Cl. welchii infection. In cases of doubt, the administration of penicillin is safe, but in view of the possibility of anuria, the prophylactic use of toxic antibiotics such as streptomycin, Aureomycin and Terramycin, which by cumulative effect would be dangerous, is contraindicated. I am indebted to Mr. J. A. Stallworthy for permission to publish this report.
